1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny Yd-HIN

NATIG,

o
R HE

s sy,
D

10

NS

NIH Public Access

Author Manuscript

Published in final edited form as:
Psychother Psychosom. 2009 ; 78(2): 116-124. doi:10.1159/000201937.

Sensitivity to Change and Predictive Validity of the MOODS-SR
Questionnaire, Last-Month Version

Mario Miniati®, Paola Rucci?, Ellen Frank?, Annalisa OppoP, David J. Kupfer?, Andrea
Fagiolini2, and Giovanni B. CassanoP
aDepartment of Psychiatry, University of Pittsburgh School of Medicine, Pittsburgh, Pa., USA

bDepartment of Psychiatry, Neurobiology, Pharmacology and Biotechnology, School of Medicine,
University of Pisa, Pisa, Italy

Abstract

Background—Instruments that are intended to measure change over time need to emphasize
sensitivity to change as a central property. The aims of this report are to test whether the MOODS-
SR, a measure of mood spectrum symptomatology, is sensitive to changes during acute and
continuation treatment of depression and whether residual mood spectrum symptoms predict
relapse in the subsequent 6 months.

Methods—The study sample includes 316 patients with nonpsychotic depression participating in
the protocol ‘Depression: the search for treatment-relevant phenotypes’. Patients were initially
randomized to selective serotonin reuptake inhibitors or interpersonal psychotherapy and then
treated for 9 months using an algorithm-based protocol. Measures of mood symptomatology
included the self-report version of the structured clinical interview for mood spectrum (MOODS-
SR), the Quick Inventory for Depressive Symptomatology and the Hamilton Rating Scale for
Depression.

Results—Repeated-measures ANOVA indicates that during the acute phase MOODS scores
decrease significantly from baseline to weeks 6 and 12. This decrease was significantly different
(p < 0.001) between those who remitted and those who did not remit on the depressive, the
rhythmicity component and the total score. Nonrelapsing subjects had stable scores across the
continuation phase, while among relapsing subjects, a significant increase was found in the
depressive component (p < 0.001), the rhythmicity component (p = 0.024) and the total score (p <
0.001), at 2 months, followed by a decrease from 2 to 6 months. Scores on the depressive
component at the entry into continuation predicted relapse in the subsequent 6 months.
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Conclusions—Our findings suggest that the MOODS-SR is sensitive to change in depression
status and may help the clinician to detect symptoms and signs not considered by established
symptom severity scales.
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Introduction

Although high levels of reliability are emphasized in the construction of many measures of
psychopathology, instruments that are intended to measure change in clinical state need to
emphasize sensitivity to change as a central and primary property [1].

The mood spectrum assessments [2, 3] are based on a dimensional approach to
psychopathology that considers as clinically relevant not only threshold level manifestations
of unipolar and bipolar mood psychopathology, but also atypical symptoms (i.e. symptoms
not mentioned in the DSM-IV or ICD-10), behavioral traits and temperamental features that
are associated with established diagnostic constructs. A novel aspect of the *spectrum
model’ is that these symptoms and traits may occur in isolation, rather than as part of a
temporally circumscribed clinical syndrome. Items are organized into three dimensions: a
manic-hypomanic component and a depressive component, each exploring mood, energy
and cognition, plus a component that explores disturbances in rhythmicity (i.e. changes in
mood, energy and physical well-being according to the weather, the season, the phase of
menstrual cycle etc.) and in vegetative functions, including sleep, appetite and sexual
function.

Research has indicated that mood spectrum features are associated with considerable
suffering and disability, even in the absence of threshold level psychiatric disorders.
Cassano et al. [4] found that lifetime manic-hypo-manic spectrum symptoms were
associated with increased depressive symptomatology, suicidal ideation and delusions in
patients with unipolar depression with no history of manic or hypomanic episodes. Severity
of lifetime mood spectrum psychopathology has also been associated with an increased
likelihood of suicide attempts in patients with schizophrenia and mood disorders [5], with
poorer quality of life in individuals with rheumatoid arthritis [6], with a higher likelihood of
developing a depressive episode during interferon treatment in patients with chronic
hepatitis [7] and with a history of self-induced vomiting and suicidality in patients with
anorexia nervosa [8].

The mood spectrum assessment was initially developed as a structured interview that proved
to have excellent test-retest reliability (intraclass correlations from 0.88 to 0.97) and
discriminant validity in patients with mood disorders and normal controls [2]. Then, a self-
report life-time version (MOODS-SR) was created that proved to be equivalent to the
interview [3]. More recently, a last-month self-report version has been developed to be used
in clinical trials and other longitudinal studies, including the study on which the present
report is based. In this study patients with unipolar depression are treated for 9 months with
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selective serotonin reuptake inhibitors (SSRI) and/or interpersonal psychotherapy. The study
consists of an acute phase lasting at least 12 weeks and a continuation phase lasting 6
months. The aims of this report are to test whether the MOODS-SR scores are sensitive to
changes during acute and continuation treatment and whether residual mood spectrum
symptoms at the entry into the continuation phase predict relapse in the subsequent 6
months. We hypothesized that last-month mood spectrum scores would decrease
significantly during the acute phase, that the change in scores would be higher in patients
who meet criteria for clinical remission compared to those who do not remit, and that
subsequently scores would increase in those who relapse compared to those who do not
relapse. Finally, we hypothesized that subjects endorsing a higher number of mood spectrum
symptoms at remission would be at higher risk for relapse.

Study Design and Treatment Protocol

The study sample consists of patients with unipolar depression recruited between February
2002 and March 2007 at the outpatient clinics of the Departments of Psychiatry of the
Universities of Pisa and Pittsburgh in the framework of the study ‘Depression: the search for
treatment-relevant phenotypes’.

Inclusion criteria were age between 18 and 66 years, being able and willing to give informed
consent, currently being in an episode of nonpsychotic major depression as defined by the
Structured Clinical Interview for Axis | DSM-1V Disorders (SCID), and by a rating of = 15
on the 17-item Hamilton Rating Scale for Depression (HRSD) and not currently receiving
effective treatment. Females of childbearing potential had to practice an acceptable form of
birth control. Subjects with suicidal ideation were eligible as long as outpatient treatment
was deemed safe.

Exclusion criteria were a history of manic or hypomanic episodes, a history of schizophrenia
or schizoaffective disorder, current primary diagnosis of eating disorders, drug and/or
alcohol dependence or abuse, current psychasis, antisocial personality disorder, organic
affective syndrome, kidney or liver disease, epilepsy, cardiovascular disease and any
uncontrolled illness. Patients with a well-documented history of an inability to tolerate one
of the study treatments or currently receiving treatment with an effective antidepressant
were also excluded.

In the initial phase of treatment (fig. 1), the subjects were randomly assigned to
pharmacotherapy (the SSRI, citalopram during the pilot phase or escitalopram during the
full study phase) or psychotherapy (interpersonal psychotherapy) [9]. The acute treatment
phase of the study involved 3 assessment and triage points, at weeks 6, 12 and 20. Those
participants assigned to pharmacotherapy who did not evidence a response, defined as a
50% reduction of baseline score on the HRSD, first were increased from the initial daily
dose of citalopram (20 mg) or escitalopram (10 mg) to a dose of 40 or 20 mg, respectively,
at week 3. Subjects who did not evidence a response by week 6 were given psychotherapy in
addition to pharmacotherapy, or beginning at week 12 if they were not taking 20 mg/day by
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week 6, as a result of initial improvement followed by worsening or difficulties with side
effects.

Those patients assigned to psychotherapy who did not evidence a response after 6 weeks of
acute treatment (week 6), had pharmacotherapy added to their treatment. Patients who
showed an initial response at week 6, but then worsened, had a second opportunity to
receive pharmacotherapy augmentation at week 12. All patients still on monotherapy at
week 12 who had not met the criteria for remission (average HRSD < 7 over 3 weeks) had
the other treatment (pharmacotherapy or psychotherapy) added to their treatment regimen.

Patients who had not remitted with combined psychotherapy and pharmacotherapy at week
20 continued interpersonal psychotherapy and switched from citalopram or escitalopram to a
second antidepressant following the guidelines provided by the Texas Medication Algorithm
Project [10].

Patients who relapsed were offered additional or alternative treatment and continued to be
followed in the study through the end of 6 months of continuation treatment.

Assessments

At both sites, the diagnostic assessment was conducted using the SCID-I for DSM-IV
diagnoses by clinicians trained and certified to the use of the interviews when high levels
(>0.90) of inter-rater reliability of their diagnoses with the trainer were achieved. All
interviewers had long-standing experience in the administration of standardized interviews.
Other study assessments included established interview-based and self-report assessments of
the severity of depressive symptoms, including the HRSD [11] and the Quick Inventory of
Depressive Symptomatology (QIDS) [12] and the more recently developed and validated
assessment of mood spectrum, the MOODS-SR. This questionnaire was derived from the
corresponding structured interview [2] and is focused on the presence of manic and
depressive symptoms, traits and lifestyles that may characterize the ‘temperamental’
affective dysregulation that makes up both fully syndromal and subthreshold mood
disturbances. The latter include symptoms that are either isolated or clustered in time and
temperamental traits that are present throughout an individual’s lifetime. The MOODS-SR
consists of 161 items coded as present or absent for one or more periods of at least 3-5 days
in the time frame investigated (the subject’s lifetime or the last month, according to the
version of the instrument). The instrument can be downloaded from the web site
WWw.spectrum-project.org.

In the present study we administered the lifetime version of the MOODS-SR at baseline and
the last-month version at 7 time points: baseline, weeks 6, 12 and 20 of the acute treatment
phase, entry into the continuation phase, and after 2 and 6 months of continuation treatment.

Demographic and Clinical Characteristics of Study Participants

Of the 344 subjects who entered the study, 316 filled out and returned the MOODS-SR
questionnaire at baseline. Completers did not differ from noncompleters on age (t = 1.427,
d.f. = 342, p = 0.155), gender (x2 = 0.014, d.f. = 1, p = 0.906), educational level (t = 0.014,
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d.f. = 342, p = 0.989) or severity of depression at study entry (t = 0.412, d.f. =342, p =
0.681) and therefore constitute an unbiased subsample of all study participants.

The characteristics of the final sample of 316 subjects who provided MOODS-SR data,
broken down by site, are provided in table 1. Subjects were on average 39 years old, were
more likely to be female, employed and had an educational level of 13 years.

In patients who were randomized to SSRI or took the SSRI as adjunctive treatment, the
mean dose of citalopram was 32.4 mg/day (SD 16.1, range 10-60) and that of escitalopram
16.8 mg/day (SD 5.3, range 5-40).

The remission rate at 12 weeks was 56.6%. Fifty-five patients were terminated or dropped
out of the study during the acute phase and 36 during the continuation phase.

Data Analysis

Results

Completion

The correlations between MOODS-SR scores and QIDS and HRSD scores were examined
using Pearson’s correlation coefficient and Spearman’s correlation coefficient to take into
account the departure from the gaussian distribution of the manic component. However,
because the two types of coefficients were overlapping, we reported the former in the
results. A repeated-measures analysis of variance was conducted in order to analyze
differential changes in MOODS-SR scores in remitters at 12 weeks of treatment versus
nonremitters during the acute phase of treatment. The assumption of sphericity underlying
this analysis, i.e. that the variance of the differences between pairs of scores does not differ,
was tested using Mauchly’s test statistics.

Changes during the continuation phase were also examined using the same analytical
strategy. Logistic regression models were used to analyze the association of mood spectrum
scores, HRSD score and QIDS score at entry into continuation with relapse. A forward
stepwise procedure was used to enter the variables in the model. This approach was adopted
to show whether the addition of subsequent variables to the model contributed to changing
significantly the odds of relapse. All tests of significance were 2-tailed and the alpha level
was set at 0.05. Effect sizes were computed for the mood spectrum scores, the QIDS and the
HRSD. Sensitivity to change was assessed by computing the effect size for changes in
scores from baseline, i.e. mean change (baseline — end-point) divided by the standard
deviation of change, at 6 and 12 weeks and 9 months. SPSS, version 15.0, was used to
perform the analyses.

Rates

Of the 316 patients entering the acute phase and providing baseline MOODS-SR data, at the
time of analysis for this report data were available for 282 (89.2%) after 6 weeks of acute
treatment, and 230 (72.7%) at 12 weeks of treatment. Of the 220 patients who had entered
the continuation phase at the time of analysis, data were available for 196 after 2 months of
continuation treatment and for 150 (68.2%) at study completion.

Psychother Psychosom. Author manuscript; available in PMC 2014 December 03.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Miniati et al.

Page 6

There were no statistically significant differences in standard demographic or clinical
characteristics between the patients who did and did not complete the continuation phase.
Mean scores on the MOODS-SR at the 6 study time points are provided in table 2. Because
the assessment at 20 weeks was conducted only in the 33 patients for whom the acute phase
was protracted because of non-response to combination treatment, data are not reported
here.

Correlation between MOODS-SR, HRSD and QIDS Scores at Baseline

Pearson’s correlation coefficients at baseline between the MOODS-SR, last-month version
scores and the HRSD and QIDS were positive and significant for the depressive component
(HRSD: r=0.51, p < 0.001; QIDS: r = 0.44, p < 0.001), the rhythmicity component (HRSD:
r=0.34, p<0.001; QIDS: r =0.31, p < 0.001), the total score (HRSD: r=0.41, p <0.001;
QIDS: r=0.38, p < 0.001), but not for the manic component (HRSD: r = -0.02, p = 0.741;
QIDS: r=0.06, p =0.302). As expected, the correlations between these standard measures
of depressive symptomatology were highest for the depressive component of MOODS-SR
and moderate in absolute value, denoting a partial overlap in content of the instruments.

Remission Rates and Changes in Scores during the Acute Phase

As noted above, in the present protocol remission was defined by an average HRSD score <
7 over a period of 3 consecutive weeks. Remission by visit 12 was achieved by 179 subjects
of the 316 subjects included in the present report (56.6%). The MOODS-SR scores during
the acute phase in remitters and nonremitters are shown in figure 2. Repeated-measures
ANOVA indicates that during the acute phase the depressive component, manic component,
rhythmicity and total last-month MOODS scores all decrease significantly from baseline to
week 6 and from week 6 to week 12 (main effect of time for the depressive component: F =
235.37, d.f. = 2, 446, p < 0.001; main effect of time for the manic component: F = 24.43, d.f.
=2, 446, p < 0.001; main effect of time for the rhythmicity component: F = 103.61, d.f. =
2,446, p < 0.001; main effect of time for the total score: F = 248.58, d.f. = 2, 446, p < 0.001).
This decrease was significantly different between those who remitted and those who did not
remit for the depressive component (interaction effect: F = 16.2, d.f. = 2, 446, p < 0.001),
the rhythmicity component (interaction effect: F = 5.47, d.f. = 2, 446, p = 0.004), the total
score (interaction effect: F = 10.98, d.f. = 2, 446, p < 0.001), but not for the manic
component (interaction effect: F = 1.47, d.f. = 2, 446, p = 0.231; fig. 2).

Relapse Rates and Changes in Scores during the Continuation Phase

In the present study, relapse was declared when the subject presented with an HRSD score
of = 15 and was evaluated by an independent psychiatrist not otherwise involved in the
study as being in an episode of major depression. Of the 220 subjects entering the
continuation phase, 24 relapsed (10.9%) and 6 had not yet completed the continuation phase
at the time of analysis for this report. At entry into the continuation phase, the subgroup of
participants who subsequently relapsed differed significantly from those who did not on all
but the manic component of the MOODS-SR [depressive component: 16.1 (SD = 11.4) vs.
8.7 (SD =9.3),t =3.568, d.f. = 218, p < 0.001; rhythmicity: 7.4 (SD =3.7) vs. 5.0 (SD =
3.8), t=2.928, d.f. = 218, p < 0.01; total mood score: 29.0 (SD = 16.1) vs. 18.9 (SD = 14.6),
t = 3.157, d.f. = 218, p < 0.01]. Differences between participants who relapsed and those
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who did not relapse were not significant for the HRSD score at entry into continuation [4.3
(SD=1.7)vs. 4.0 (SD =2.1),t=0.742, d.f. = 218, p = 0.459], but were significant for the
QIDS score [5.0 (SD =3.3) vs. 3.2 (SD = 2.3), t = 2.577, d.f. = 218, p = 0.016]. Using a
logistic regression model with ‘relapse’ as the dependent variable and the mood spectrum
scores and the QIDS score at entry into continuation treatment as the independent variables,
only the depressive component of mood spectrum was retained in the model using a forward
stepwise procedure. The odds ratio for the association of the depressive component with
relapse was 1.066, with a 95% confidence interval of 1.026-1.107, p < 0.001, indicating that
for each additional item endorsed, the likelihood of relapse increases by 6.6%. When we ran
the logistic regression model using the HRSD in place of the QIDS, results were the same;
however, this was expected since remission was defined by the HRSD.

Nonrelapsing subjects had stable scores across the continuation phase, while among
relapsing subjects we observed a significant increase in the depressive component
(interaction effect: F = 10.81, d.f. = 2, 244, p < 0.001), the rhytmicity score (interaction
effect: F = 3.81, d.f. = 2, 244, p = 0.024) and the total score (interaction effect: F = 9.94, d.f.
=2, 244, p <0.001), at 2 months of continuation compared to entry into continuation,
followed by a decrease from 2 to 6 months (fig. 3). The increase in scores at 2 months
reflects the worsening of symptoms prior to relapse (relapses occurred at a median of 2.3
months after the start of the continuation phase) that was subsequently managed by adjusting
treatment. In contrast, the manic component (interaction effect: F = 0.404, d.f. =2, 244, p =
0.668) remained stable in this subgroup throughout the continuation phase. Using a receiver
operating characteristic analysis, the optimal cutoff for predicting relapse using the
depressive component of mood spectrum was 13 (sensitivity 62.5%, specificity 72.4%,
positive predictive values 21.7%, area under the curve 0.689, 95% confidence interval
0.566-0.811).

Effect Size of the MOODS-SR, QIDS and HRSD Scores

Table 3 shows the effect size of the mood spectrum measures at 6 and 12 weeks and 9
months, expressed as change from baseline in standard deviation units. The depressive
component had effect sizes, comparable to those of the total MOODS-SR score; the
rhythmicity component achieved effect sizes of = 0.5 or more at each of the 3 time points,
while the manic component exceeded 0.5 only at 9 months. Compared to the QIDS, effect
sizes for the depressive component and the total MOODS-SR scores were smaller at 6
weeks but larger at 12 weeks and 9 months. The HRSD had the highest effect sizes at each
time point.

Discussion

Researchers have recently emphasized ‘measurement-based care’ for depression [13] that
requires the use of instruments to monitor patient progression, to adjust treatment and to
make clinical decisions. Although the definition and the operational criteria for treatment
course and outcome of major depressive disorders have been described in considerable
detail [14-16], there is still a need for a valid, reliable and replicable way to assess the
clinical course of patients with depression, during the different phases of treatment of the
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disorder [17-19]. Thus, the problem of a reliable definition of remission is still unresolved,
firstly because remission — the primary goal of treatment — is still phenomenologically
defined, in the absence of a biological marker [20]. The disparities in the definitions of basic
concepts, such as response and remission, are reflected in the search for better instruments to
identify those individuals who truly respond to treatment or remittance [13]. In our study,
the MOODS-SR last-month version was administered together with standard outcome
measures (HRSD and QIDS) during the acute and continuation treatment phases of a
randomized clinical trial. We found that the instrument was able to capture changes in
clinical status (in the acute phase) and to detect residual symptomatology among those
patients who met HRSD criteria for remission (average HRSD < 7 over 3 consecutive
weeks). Patients in remission showed lower scores at weeks 6 and 12 not only on the
MOODS-SR total score, but also on the depressive and rhythmicity components than
patients who did not remit. Thus, the last-month MOODS-SR scores changed in the
theoretically proposed direction following treatment. In terms of effect size, if one accepts
an effect size of > 0.5 as moderate and meaningful [21], those obtained for the depressive
component, the rhythmicity component and the total MOODS-SR score meet this criterion
at each of the time points considered.

Our finding suggests that the MOODS-SR is a valid method for the evaluation of change in
depression status that may help the clinician to detect symptoms and signs not considered by
classic symptom severity scales, such as the HRSD or the QIDS. These established scales
for depression target primarily typical symptoms that are an essential part of the DSM
criteria and do not consider as clinically relevant a large number of symptoms that often
endure after the apparent resolution of a depressive episode. Our results suggest that a
substantial number of patients, considered in stable remission according to the HRSD
scores, report the presence of residual symptoms, not captured by the HRSD. Consistent
with this observation, in our study we found that patients endorsed multiple MOODS-SR
symptoms at entry into the continuation phase, such as being annoyed with everything,
hypersensitivity to rejections, boredom, feeling like running away from current life and
mood swings in relation to the weather, change of seasons and menstrual cycle.

Finally, in this study we found that patients who relapsed during the continuation phase
endorsed on average 10 MOODS-SR items more than patients who did not relapse. Thus,
higher MOODS-SR scores at remission were associated with a higher likelihood of
relapsing in the subsequent 6 months of treatment. This result is consistent with a large
number of previous studies in the last two decades. In fact, residual subthreshold depressive
symptoms are a strong and reliable clinical marker of rapid and frequent relapse [22—-24].
Such symptoms should be systematically assessed both because they are likely to affect the
patients’ current well-being and predispose them to a new episode [25].

Our results should be interpreted taking into account the following limitations. First, while
the MOODS-SR last-month version was included in the original protocol, testing the
sensitivity to change of the instrument was not among the primary or secondary study aims;
thus, the analyses presented here should be considered post hoc. Second, patients were
initially randomized, but they were not blind to the type of treatment received (SSRI,
interpersonal psychotherapy or combination of the two treatments) so one could argue that
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self-report measures, including the MOODS-SR, may be biased by the patients’ expectations
of the treatment they received. Third, findings from this study may have limited
generalizability because they are obtained from a sample constituted almost entirely of
Caucasian patients, selected on the basis of a diagnosis of nonpsychotic, unipolar major
depressive disorder. Fourth, in comparing the performance of the MOODS-SR with that of
the QIDS, it should be noted that these self-report instruments have a different time frame (1
month vs. 1 week), that the MOODS-SR includes a larger number of items than the QIDS
and that it has dichotomous (yes/no) rather than ordinal-level response options. While
answering dichotomous items is easier than choosing 1 of 4 response options, the MOODS-
SR is more time consuming, requiring on average 15 min to complete. Given these
limitations, it is logical to ask whether the MOODS-SR should be administered in routine
clinical settings and utilized as a standard outcome. On the other hand, the MOODS-SR
carefully assesses all core criterion diagnostic depressive symptoms, and common important
associated features, as well as a wide range of symptoms surrounding the core features of
depression, in an easy-to-use format that is generally well accepted by patients. Findings
from this study suggest that the mood spectrum assessment approach and, specifically, the
depressive component of the MOODS-SR self-report instrument are able to offer clinicians
a more clinically meaningful assessment of psychopathology than the established measures
of depression severity, especially with respect to residual symptoms. Thus, the MOODS-SR
may prove useful in many clinical and research contexts, including those requiring a more
fine-grained measurement of outcome and monitoring of the course of illness. In the absence
of a structured approach, the evaluation of subthreshold depressive features requires special
clinical training and extensive clinical experience. With the carefully constructed,
standardized assessment process provided by the MOODS-SR, the identification of these
phenomena becomes a relatively easy process.

Future research should focus on the potential use of the depressive component of the mood
spectrum as a stand-alone instrument in order to confirm its ability to predict relapse in both
the short and longer term and on the development of an adaptive testing version of the full
MOODS-SR that could significantly decrease the required administration time.
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Fig. 1.
Study design. MDE = Major depressive episode; IPT = interpersonal psychotherapy.
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Mean (and 95% confidence interval) of MOODS-SR scores in patients who remitted and
patients who did not remit by 12 weeks of treatment.
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Mean (and 95% confidence interval) of MOODS-SR scores in patients who relapsed and
patients who did not relapse during the continuation phase.
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Demographic and clinical characteristics of the study participants at baseline (n = 316)

Table 1

Pisa Pittsburgh  Total
(n=154) (n=162) (n=316)
Age, years 39.4+12.0 39.1+123 39.2+121
Female gender, % 85.1 60.5 72.5
Married, % 454 35.8 40.5
Education, years 119+ 3.6 155+24 13.7+35
Employed, % 65.0 66.0 65.5
Median number of children 1 2 1
Mean age at onset, years 31.0+114 238+124 272%124
Median number of depressive episodes 2 3 2
Median duration of illness, years 35 11.0 8.0
Lifetime MOODS-SR scores
Depressive component 31.1+117 373+101 343+114
Manic component 19.2+9.6 202+111 19.7+104
Rhythmicity 13.3+44 147+45 141+45
Last-month MOODS-SR scores
Depressive component 283+125 287+115 285+120
Manic component 8.3%£6.3 70+£59 76%6.1
Rhythmicity 10.3+4.1 9.6+4.2 10.0+4.2
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